
a 5 per cent, carbolic solution, or biniodid of mercury
(1:2000). The assistants approximate the iliacs by
continued pressure on the hips, and the operator pro-
ceeds to suture the tissues with two or three buried
sutures and as many superficial ones to keep the parts
in perfect apposition. The wound is then covered
with iodoform gauze and antiseptic absorbent cotton.
A tight bandage is then placed around the pelvis and
this covered over with a second one in the form of a
T. A third bandage intended to give support is then
applied, and for this plaster of Paris is used. We
must apply this in oblique directions so as to leave
the pubic region free, and so allow freedom for future
dressings. These latter dressings must be renewed
very ofton, at least twice a day, because they are,
always soiled during micturition. The vaginal dress-
ing may be allowed to remain for two or three days,
as it insures the perfect antisepsis of the vagina, and
thus we can dispense with the injection which would
otherwise be necessary during this period. It is
necessary also that the limbs should be immobilized
by strapping them together. Of course, under these
conditions, it is difficult to give injections, so that it
is quite sufficient to wash the vulva after each mictu-
rition. About the eighth day the wound has become
cicatrized. Often enough you will find that edema of
the pubes has caused the sutures to cut through the
tissues. These may be taken out at the rate of one or
two a day."
Now the merit of this operation is that it saves the

child with a minimum risk to the mother. Notwith-
standing the operation has sometime to be hurried so
as to complete it before the child has been naturally
delivered, I look upon it with more favor than the
Cesarean section or craniotomy.
I find that I have dwelt at such length upon the

operation just referred to that I have no time to dis-
cuss delayed labor due to unusual presentations or

positions of the fetal organism. In occipito-posterior
position it has lately been advised to manipulate the
head before the second stage has begun, so as to con-
vert it into an occipito-anterior position. The change
was advocated by Baudelocque, Dewees, Hodge, Meigs
and others, Dewees going so far as to say that "a phy-
sician was incompetent to practice midwifery in the
best manner who could not detect and change the
malposition of the head and thus abridge by several
hours the misery and pain of his patient." In my
own experience I have not always found this an easy
thing to do. With present methods of securing asep-
sis this method of changing vertex posterior into ver-
tex anterior positions should be more commonly prac-
ticed, Or at least attempted.
In the treatment of many of the mechanical causes

of delayed labor due to foreign growths in the uterus
or vagina, and in the conditions complicating labor,
such as ruptured uterus, hematoma, etc., and some of
the sequelae such as pelvic abscess, pus tubes and
uterine, sepsis, as much technical knowledge, special
training and sound judgment are required as are
demanded in any other department of medical science.
An encouraging amount of progress toward the satis-
factory solution of these many unsettled questions of
practice, is shown by the proceedings of our special
societies and the pages of our medical journals. The
scope of the questions suggested by these topics, goes
beyond my present opportunity and I find that I have
no time, to devote to the consideration of these impor-
tant problems and the manner in which they are being

solved. I would only make a plea not only for careful
diagnosis but also for more individualizing of patients
in deciding questions of prognosis and treatment, and
not too much zeal for manual and mechanical inter-
ference.

FIBROID TUMOR OF THE UTERUS; DIAG-
NOSIS.

BY FRANKLIN H. MARTIN, M.D.
PROFESSOR OF GYNECOLOGY POST-GRADUATE MEDICAL SCHOOL OF CHI-

CAGO; SURGEON TO WOMAN'S HOSPITAL.
A knowledge of the existence of a fibroid tumor of

the uterus may be gained by the diagnostician by first
obtaining the symptoms as appreciated by the patient,
the subjective symptoms; and further by acquainting
himself with the actual physical changes by direct
personal examination of the patient, the objective
symptoms.

SUBJECTIVE SYMPTOMS.
Pelvic Symptoms.\p=m-\Among the early local symp-

toms of fibroid tumors of the uterus may be enumer-
ated an irritable bladder amounting frequently to
positive dysurea; rectal pressure; sensation of pelvicfullness; low backache or sacralgia, and frequentlypain on cohabitation. These symptoms are all pro-
duced by a gradually enlarging uterus, and resemble
many of the pelvic disturbances of early pregnancy,from which they must be differentiated. As the
tumor enlarges the sensation of fullness extends to the
lower abdomen, the pressure on the nerves to the
lower extremities causes pain in the line of the nerves
on the anterior or posterior aspect of the thigh, or on
both. Even edema of the extremities may occur
from pressure on the veins extending to them, and
the appendages are frequently pressed upon, resultingin severe pain on one or both sides, while as the
tumor begins to fill the abdomen symptoms of painful
pressure on many or all the important organs of the
pelvis will be experienced.

Symptoms due to Functional Disturbances.—The
most important symptom under this head is that due
to the disturbance of the function of menstruation.
In 75 per cent, of all fibroid tumors of the uterus the
menstrual flow is increased, on account, 1, of increased
area of the endometrium due to interstitial enlarge-ment, of the uterus, 2, of increased vascularity of the
uterus due to the demands of the hypertrophied tis-
sues, and 3, to the venous blood congestion due to
pelvic pressure. In a large majority of cases pain is

.an accompanying symptom. This dysmenorrhea is
caused, either by the abnormal contractile power of
the changed uterus, by submucous projections into
the uterine cavity, exciting painful contractions of the
organ, or by a frequently accompanying endometritis.
The development of the tumor influences decidedly
the change of the menstrual function. In the early
stages of the fibroid the patient will notice but a slight,
lengthening of the, menstruation, but as further devel-
opment is made the quantity of the flow will be in-
creased. This changed condition, while at first it may
attract the attention very slightly, as it gradually in-
creases, will at last convince the patient that some-
thing serious is afflicting her. The flow will increase
rapidly, not only in length of period, and in quantityat a given time, but finally it will frequently become

| irregular and occasionally almost continuous. At the-
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same time pain will often gradually develop, so that
with the exhaustion of depletion will come the agony
of physical suffering. These pains if caused by en-

dometritis, will be of a dull aching character, accom-

panied occasionally with slight uterine contractions;
if caused by the effort of the uterus to expel submu-
cous masses or polypi, it will be like those accompa-
nying the uterine expulsive pains of a miscarriage, or
confinement; if caused by a pressure of the inordin-
ately congested hypertrophied uterus upon the tubes
and ovaries it will be severe and of an almost continu-
ous character in the ovarian regions.
The function of the bladder suffers from direct,

pressure of the enlarged uterus, or from a subperito-
neal enlargement. Frequent urination will first be
noticeable, while the tumor is yet small, and later
painful micturition, with severe lasting pain in the
bladder, as a direct result of traumatism produced
by the encroachments of the uterus. Complete
stoppage of the urine and painful distention of the
bladder may finally occur from impaction of the
increasing tumor.
The function of the rectum is frequently impaired

by direct pressure of the tumor upon that organ.
Obstinate constipation will be complained of, while
the interference of the tumor with the circulation will
favor the development of hemorrhoids and their pain-
ful symptoms. Temporary impaction of feces in the
large and small intestines occur as a direct, result of
the pressure of a large tumor.
Deformity Produced by Fibroids.—One of the most

embarrassing symptoms to many patients, who are
afflicted with fibroid tumors, and frequently the first
to attract their attention, is the change in the, contour
of the abdomen, which is enlarging. Upon closer ob-
servation and examination of the lower abdomen, they
discover the unwieldly mass, the tumor, which, as it
gradually increases in size, produces a deformity that
no device can conceal, while the patient, in order to
maintain an upright position, must throw her shoul-
ders back in a manner to make the tumor appear most
embarrassingly conspicuous.

General Constitutional. Disturbances.—Reflex ner-
vous disturbances are early symptoms in many of
these cases. Nausea, palpitation of the heart, indi-
gestion, gaseous distensions of the bowels, flashes of
heat due to vasomotor disturbances, headache, dizzi-
ness, occasionally spasmodic cough and all the symp-
toms accompanying nervous storms, irritable temper,
despondency, and lack of control, finally developing
into typical hysteria. These symptoms are precipi-
tated ordinarily by irritation caused by the long-con-
tinued local disturbances already described, and by
loss of blood due to excessive menstruation.
Anemia naturally, in a large number of cases, be-

comes a conspicuous subjective symptom. The patient
will complain of loss of flesh, her skin has become
pale, lips pale and blue, muscles loose and flabby. She
tires easily, and all exercise induces shortness of
breath and heart palpitations. Frequently it is nec-

essary to remain in bed a large part of the time from
weakness, which is much more pronounced immedi-
ately following the great waste of the menstrual
period.

OBJECTIVE SYMPTOMS.

Diagnosis.—Under objective symptoms methods of
diagnosis will be considered. Objective symptoms
are determined, and their diagnostic value recognized,

by pelvic examination, abdominal palpation and aus-

cultation, and general examination.
Pelvic Examination.—The patient should be placed

on her back on an operating chair or table, in the re-
cumbent position, with limbs well flexed upon the
abdomen, and feet supported by short stirrups. The
clothing should be loose. After the vagina has been
well douched with an antiseptic fluid, the examiner
should proceed to make a bimanual pelvic examina-
tion. The index finger of the left hand is employed
to make the preliminary vaginal examination, the
right hand being left free for external manipulation.The cervix is first sought and its location often gives
one important information. If it is in normal posi-
tion, well up in the vagina, within an inch and a half
of the sacrum, any enlargement of the uterus is liable
to be uniform, or any growth is located anteriorly in
the body of the organ. If it is low in the pelvis and
anterior to its natural location, any enlargement of the
uterus is quite likely > to exist in the fundus, or the
uterus is retroverted. If it is anterior to its normal
position and is crowded well up behind the symphy-sis, the tumor is liable to be located in the posterior
wall of the uterus, very low. If it is drawn well upposteriorly, almost if not quite beyond reach, the
tumor will usually be found in the anterior uterine
wall. The location of the cervix, however, is of small
importance when considered alone.
Bimanual Examination.—By combining with the

digito-vaginal examination, external palpation with
the hand, a knowledge of the general contour of the
uterus can be at once definitely obtained. If it is en-
larged, that fact is apparent; if there are any irregularprojections or developments from any portion of its
walls into the abdominal cavity, or into the broad lig-
aments, they can be recognized; and if it is enlarged
so as to produce a prominent tumor a knowledge of its
source of development can usually be determined bytaking into.consideration its relation to the cervix.- If
the tumor is of a subperitoneal variety, its relation
with the cervix and uterine body will indicate its
source of development. If the cervix is thin and
stretched over a projecting mass, protruding throughit from the uterine cavity, the knowledge of a uterine
polypus or a submucous tumor is imparted. The sen-
sation of solidity or fluctuation of the growth is usuallysatisfactorily obtained by this examination. Thus,the size, contour, consistence, direction of develop-ment and variety of tumor may all be determined by a
simple bimanual pelvic examination.
A bimanual examination, however, is frequentlyunsatisfactory, until one has resorted to a rectal exam-

ination, combined with the, abdominal palpation, andmade either with or without an anesthetic. This lat-
ter enables one to examine the posterior aspect of the
uterus much higher than is possible per vaginam, andwith less intervening tissue. An anesthetic, when
given, permits of a much more prolonged examination,
renders the procedure, painless, and eliminates the
muscular fixation and strain which is inseparable from
an examination without it. The abdominal muscles,the sphincters of the rectum and vagina are relaxed,allowing much freer and more complete exploration,when an anesthetic is employed.
Instrumental Examination.—Pelvic examination

for fibroids is often not complete without, instrumen-
tal examination. While a speculum is not often
needed as a direct means of diagnosis, in these cases,
it is frequently required to aid in determining sec-
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ondary changes which may have occurred in the
vagina or cervix uteri. It may also be employed to
explore the cervix where the vaginal vault has been
distorted by a complicated tumor, before using the
uterine sound. The, uterine, sound is occasionally
used to measure the uterine canal. It may be em-

ployed to locate the canal when palpating the uterus
for the purpose of ascertaining in which portion of
its mass a tumor is situated. And it will also give
valuable information in regard to the location and
size of submucous fibroids. When a uterine canal
is so distorted that a metal sound does not possess the
necessary flexibility to traverse its course, an ordinary
male flexible bougie, with a bulbous tip, can frequently
be successfully insinuated to its entire depth, and give
very valuable aid in diagnosis. The uterine dilator is
an important, instrument in diagnosing the condition
of the interior of the uterus. It enables one to explore
the cavity of the uterus with the finger and thereby
materially assists in revealing the position and char-
acter of submucous fibroids.
Abdominal Palpation.—Abdominal palpation and

auscultation can best be accomplished with the
patient under the influence of an anesthetic. By pal-
pation the tumor can be outlined; any subperitoneal
projections noted; its consistency ascertained; abscess
or presence of flluctuation considered; its relations
to the surrounding organs recognized and the absence
or presence, of adhesions learned. In auscultation
we have an important means of distinguishing fetal
heart sounds in the differential diagnosis between a
fibroid tumor and a natural or tubal pregnancy.

General Examination.—In the general examina-
tion of a patient who has a fibroid tumor, points of
change in outlying organs, which may have been the
remote result of the tumor and which may have an

important, bearing on the form of treatment to be
adopted, are to be noted. These changes may be
found in the heart, the kidneys, the lungs, the diges-
tive tract, the nervous system and the vascular sys-
tem; but as similar changes may also occur from any
form of wasting disease, as diagnostic signs they are
not of great importance, and therefore, their consider-
ation here is out of place.

DIFFERENTIAL DIAGNOSIS.

We are often called upon to differentiate between
fibroids and the following conditions, which simulate
them to a puzzling degree: Ante- and retro-flexions,
subinvolution (metritis), cancer, floating kidney,
pregnancy, tubal pregnancy, tubal cysts and ovarian
cysts.Ante- and retro-flexions are differentiated from
fibroids by the, comparative smallness of the uterus,
and the lack of characteristic hardness of the fibroid.
The sound clears up the condition. If it is that, of a
normal uterus with projecting fibroid, the mass will
be easily palpated in front or posterior to the sound,
while, if it is ante- or retro-version the sound will fol-
low the canal to the center of the flexed fundus.
Subinvolution (metritis) is distinguished from a

fibroid by its history, by its symptoms and by physi-
cal signs. The history of subinvolution is that of
recent child bearing or miscarriages with subsequent
endometritis, while a fibroid seldom immediately fol-
lows pregnancy, and when small is rarely accompanied
with endometritis. The symptoms of the two con-
ditions differ in the amount and character of the leu-
corrhea, being profuse in chronic metritis; in the

amount of hemorrhage at. menstruation, being profuse
in fibroids, while in subinvolution it may be absent
immediately following child birth for several months,
and of a more normal character when it does exist.
Subinvolution in physical signs differs from a fibroid
in being of a softer character, resembling the normal
uterus in being of uniform contour and in containing
no distinct, centers of development. With a condition
of subinvolution will almost invariably be found an

accompanying lacerated cervix and frequently a lacer-
ated perineum. Finally, uterine curettemeiit, anti-
septics and a restoration of a torn cervix, will cause a
subinvoluted uterus to involute to its natural size,
while such will not be the case with a similar treat-
ment for a fibroid.
A cancer (uncomplicated) is usually easy to differen-

tiate from a fibroid. Microscopic examination should
be made, if practicable, at the earliest possible date.
An uncomplicated carcinoma seldom presents a large
tumor. If it is of the cervix, a well-defined ring
shows the line of demarkation between it and the
healthy tissue. An offensive, watery discharge, char-
acteristic of carcinomatous degeneration, is of diag-
nostic value. Carcinoma of the body of the uterus
gives rise to more pain than a fibroma. It, too.
ulcerates early, giving rise to the afore-mentioned
offensive discharge. The cancer cachexia will also
aid in arriving at a differentiation. A carcinomatous
tumor is much more liable to give rise to an ascites
than a fibroma.
A floating kidney might, under exceptional circum-

stances, be mistaken for a subperitoneal fibroid. But
its position, and especially the discovery of its place
of attachment, would dispel all doubt of its being a
fibroid. To obtain this knowledge, however, might
require a most careful abdominal and bi-manual
manipulation.
Normal pregnancy should be differentiated from

fibroid tumors first by bearing in mind the subjec-
tive symptoms of the two conditions, and second
by physical examination. In pregnancy menstrua-
tion almost invariably ceases; in fibroids it is almost
invariably increased. The history of pregnancy is
definite and uniform, with a given size of tumor,
while with fibroids the time of growth varies greatly
with tumors of the same size. Morning sickness and
breast changes are classic symptoms of pregnancy
which rarely occur with fibroids. In the physical
examination the pregnant uterus is uniform in its
development, giving a soft, semi-fluctuation feel on

palpation. Fibroids are frequently irregular in out-
line, and on palpation appear solid and often present
distinct centers of hardness. The cervix is soft and
patulous in pregnancy, and the neck of the uterus
sometimes thin, forming a decided constriction, while
in fibroids the cervix is unyielding and the constric-
tion of the neck is absent. The vagina in pregnancy
is blue, a rare occurrence in fibroids. Finally, as the
pregnancy progresses ballottement, fetal movements
and fetal heart sounds remove all doubt of the
condition.

Tubal pregnancy would rarely be mistaken for a
fibroid of the uterus. It presents many of the signs
of normal pregnancy. There is frequently a slight
show at menstruation, the tumor is of a semi-fluctu-
ating character, and lies, as a rule, to the right or left
of the uterus; while a subperitoneal fibroid, located
in the position usually occupied by a tubal pregnancy,
would be hard and unyielding. In tubal pregnancy

Downloaded From:  by a University of New England Library User  on 10/10/2018



the normal uterus may be distinguished by a line of
demarkation between it and the tumor.
Ovarian cysts are usually easy to distinguish from

fibroids by their fluctuation; by the lateral delopment
when small; by the slight menstruation accompanying
them; by the normal size and depth of the uterus and
by the absence of the uterine soufflle distinguishing
a fibroid. As a rule, ovarian cysts are of a rapid
growth and give a short history, while fibroids are

years in maturing.
INTERSTITIAL KERATITIS.

BY S. E. COOK, M.D.
LATE RESIDENT CLINICAL ASSISTANT, NEW YORK OPHTHALMIC AND AURAL

INSTITUTE.
LINCOLN, NEB.

On account of the transparency of the corneal tis-
sues, enabling us to observe accurately and follow up
faithfully any changes which take place in its struc-
ture, inflammations of the cornea have for the path-
ologist more than the usual amount of interest. This
is especially so in regard to interstitial keratitis, where
the changes are so slow as to be easily followed in
part, while some of the phenomena are so completely
concealed as to make us even more curious in regard
to them. The anatomic seat of the affection is not
peculiar to it; the clinical course is, however, and inter-
stitial keratitis presents a well-defined and characteris-
tic picture. In the majority of cases it attacks both
eyes, though seldom both at the same time, and usually
several weeks, or months, or even years, intervene be-
tween the attacks. Owing to this feature the oppor-
tunity often presents itself of observing the beginning
of the attack in the second eye. The progress of the
disease may be very satisfactorily observed as it
spreads itself throughout the cornea. In the begin-
ning stages two forms are clinically distinguishable,
but these later on can not always be differentiated.
In one, series of cases the process begins near the
center of the cornea and spreads outward toward the
periphery, which it usually takes several days to reach.
The corneal border may remain quite clear for a time
and may appear to be perfectly healthy.
A careful observation of the corneal structures from

day to day will reveal the following phenomena: A
number of small, dim, grayish maculse make their
appearance near the center and in the deeper layers of
the cornea. These spots are not clear-cut opacities,with well-defined borders, but are rather diffuse and
gradually shade off into the surrounding tissue. They
slowly increase both in size and in number, and finally
become confluent, forming a large central patch, or in
some cases a more or less opaque circle or ring-shaped
opacity. At the same time, by the appearance of
fresh macula?, the infiltrated area extends toward the
periphery. By focal illumination it can be seen that
these infiltrated patches have their seat, in the deep
layers of the cornea, while the surface of the mem-
brane is lusterless and dull, because of a very definite
stippling from partial loss of its epithelium. In time,
generally several days, the infiltrated area reaches the
limbus corneas. The entire cornea is now more or less
uniformly white, gray, or even yellow (depending
upon the depth of the infiltration), with here and
there points of more decided shading, presenting the
well-known "ground glass" appearance. Vasculariza-
tion now begins. Here and there along the corneal
margin, as if arising from beneath the limbus, tufts
of minute vessels make their appearance. They spring

from the deep episcleral network surrounding the cor-
nea and are therefore branches or offshoots of the
anterior ciliary arteries. They run parallel to one
another in the deep layers of the cornea and on
account of being covered by its clouded superficial
layers are usually very indistinct. They are hardly to
be distinguished as separate trunks with the naked
eye, but are readily recognizable by a strong convex
glass—say 20 diopters—behind the mirror of the
ophthalmoscope. They produce the appearance of
congested areas, usually of a dirty red or grayish red
hue, which are familiarly known as "salmon-colored
patches."
In the second group of cases the affection is first

seen at the limbus and spreads inward. At one spot
along the corneal margin the tissue becomes lusterless
and clouded. On close and careful examination with
a magnifying lens the dull area is seen to be deeply
situated and to resolve itself into a number of sepa-
rate parallel cloudy streaks or maculae. At other spots
along the corneal margin similar areas of cloudiness
soon appear and push their way concentrically toward
the pupillary area of the cornea. At, the same time
the corresponding portions of the limbus become
injected and swollen, and the superficial zone of ves-
sels at the corneal margin begins to develop. As
the areas of deep infiltration extend laterally, by in-
crease in number, as well as in extent, until the
entire cornea is opaque in its peripheral zone, so do
the areas of superficial injection extend in a corres-
ponding manner from the original foci. This devel-
opment of vessels is confined to the marginal loops of
the cornea—those little twigs which extend forward
from the posterior conjunctival system to turn on
themselves and connect with the anterior ciliary arte-
ries. The entire cornea finally becomes encircled
with a raised fleshy ring,-like mass of closely pressed
vessels, which stop short, however, just within the
limbus. In extreme cases it may actually overhang
the limbus, and is sometimes called "epaulet-like
swelling" of the limbus. The deep vessels, however,
which come from beneath the limbus do not stop short
with the superficial ones, but continue in the track of
the opacities—which they seem to be following up—
toward the center of the cornea. Like the vessels in
the first form, these vessels run parallel to one another,
are very fine and close together and produce the same
dull grayish-red appearance of the cornea. Fre-
quently the vessels do not quite reach the center of
the cornea and the pupillary space retains its bright,
gray look.
It must not be. supposed that the abnormal action

in interstitial keratitis is limited to the cornea,
although in most oases the marked visible changes are,
corneal. There is no doubt, however, that the corneal
phenomena are generally secondary. Berry refers to
the affection as a secondary infiltration, depending on

foci of inflammation in the neighboring tissues. In
contra-distinction to this, however, Von Hippel' con-
tends that, in some cases the affection of the cornea
may be primary and propogate itself backward to the
uveal tract. It is possible that in some cases in
which the center of the cornea is the apparent start-
ing point of the disease the peri-conieal tissues are
affected later, but. these cases are not of the usual
type. At any rate the point is still unsettled. The
absence of active inflammation, abscess formation or
ulceration of the corneal tissue, all favor the view of
the affection being a secondary infiltration. It is
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